A Roux-en-Y duodenojejunostomy has been used as treatment of pancreaticobiliary disease associated with duodenal diverticula in three patients with good results. This approach removes the diverticulum from the food stream, thereby solving the problems of recurrent cholangitis and pancreatitis caused by food stasis in the diverticulum, without having to excise the diverticulum or perform a gastrectomy and vagotomy.
A LTHOUGH THE INCIDENCE of duodenal diverticula is reported 'as between one and 15%, the vast majority are asymptomatic. Periampullary diverticula have been associated in certain patients with recurrent biliary or pancreatic disease refractory to cholecystectomy and common duct exploration. Recurrent jaundice, cholangitis, or pancreatitis may be due to increased pressure in a poorly emptying diverticulum, or to ascending bacterial infections from stasis of food particles and bacterial overgrowth. Attempts at relief of symptoms in selected patients have often been unsuccessful if .operation has not included excision of the diverticulum, which is fraught with a relatively high mortality even in elective cases. Sphincteroplasty and choledochojejunostomy have been advocated, but failures have been reported after these procedures. "Diverticulization" of the duodenum has been utilized with success, but involves vagotomy, gastrectomy, and Billroth-I1 gastrojejunostomy, a procedure not without significant morbidity and potential complications. A procedure designed to eliminate complications of duodenal diverticulum-diversion of the food stream by means of a Roux-en-Y duodenojejunostomy is presented. This procedure has been done on three patients over the past 2 years with excellent results. sequelae. There was a history of hiatus hernia and recurrent heartburn with regurgitation for many years. On admission, her temperature was 102.6 degrees and she had moderate epigastric tenderness. Serum bilirubin was 1.4 mg/dl, amylase 2600 IU/L, alkaline phosphatase 450 IU/L. Ultrasound showed no stones or dilated ducts. A blood culture grew Esclrericlria coli, and antibiotics were given with resolution of fever and symptoms over the ensuing 7 days. A percutaneous transhepatic cholangiogram demonstrated a 17-mm common bile duct without stones. The bile duct and pancreatic duct emptied into a duodcnal diverticulum.
A dilated common bile duct was noted at operation. No stones were found at exploration. A 10 French rubber catheter was easily passed into the duodenum. A Roux-en-Y duodenojejunostomy was performed and a T-tube placed into the choledochotomy.
After surgery, the patient did well with the exception of a transient recmdecence of gastroesophageal reflux and regurgitation which subsided over several weeks. She has had no further difficulty in the past year of follow-up.
Patient 2. This 59-year-old woman was admitted with recurrent pancreatitis. In November 1982 she developed transient severe epigastric abdominal pain aRcr eating. Five months later, she again developed pain, also in the right upper quadrant, with vomiting and chills. She was admitted to another hospital where the serum amylase was found to be 2340 IU/L and bilirubin 0.9 mg/dl. Ultrasound showed no stones in the gallbladder and no dilated ducts. HIDA scan was normal. Three weeks later, she developed fever, pain, and amylase elevation to 67 1 IU/L. Two weeks later she again experienced pain, and an elevated serum amylase was noted. Endoscopic retrograde cholangiopancreatography showed a normal common bile duct without stones and a normal pancreatic duct without strictures, both of which emptied into a duodenal diverticulum. The patient rarely drank alcohol, had no elevation of serum cholesterol or triglycerides, and had no history of pancreatic trauma.
At operation, the gallbladder appeared normal, but contained a few tiny (less than 1 mm) pigment stones. Culture of the bile grew E. coli and Klebsiella. The common bile duct was approximately 10 mm in size. This was explored through a very large cystic duct stump and a 3-mm Bakes dilator was easily passed through the papilla into the duodenum. ARer cholecystectomy and common duct exploration, a Roux-en-Y duodenojejunostomy was performed.
Her postoperative course was smooth except for occasional vomiting after beginning to eat solid foods. After a short course of metoclopramide, she became asymptomatic without recurrent symptoms in the past year of follow-up.
